The EXPLORE behavioral counseling intervention was ''plausibly efficacious''. Many, if not most, commentators on the EXPLORE Study have failed to recognize the subtleties of the results and, as Kalichman et al. [1] point out, positive and negative interpretations of the trial have proliferated and have not done the study justice. The EXPLORE Study was the first, and only behavioral counseling intervention for men who have sex with men tested against an HIV infection outcome. The EXPLORE Study was designed as a Phase IIb screening proof-of-concept trial (as opposed to a Phase III definitive efficacy trial), a prudent approach given the resources and time needed to conduct a trial with an incident HIV endpoint. Using the screening trial approach, the study protocol included decision points to identify a highly effective intervention, rule out a totally ineffective intervention or consider the intervention to be plausibly efficacious [2] .
The results actually fell into the range of plausible efficacy, according to the a priori analysis decision points with the modest efficacy of 18.2 % (95 % CI -4.7 to 36.0 %) [2] . The potential intervention effect was supported by post hoc examination suggesting that the intervention reduced HIV infection rates by 33 % at the 6-month visit and 39 % at the 12-month visit. It is also important to note that the intervention arm did not revert back to baseline levels of risk. Rather, the control group decreased risk, albeit more slowly but eventually almost to the levels of the intervention group, thereby reducing the difference in HIV incidence between the two groups at the end of the study. Thus, there was not a problem of regression of benefits from intensive behavioral counseling, but a decrease in risk in the control group, perhaps due to semi-annual HIV counseling and testing, intensive behavioral questionnaires drawing attention to specific risk-reduction practices, and numerous phone contacts throughout the study for reminders and scheduling of study visits.
We conclude that behavioral counseling is useful, but not sufficient to produce lasting reductions in HIV incidence [3] . Just as clinicians must parse out the ''clinical significance'' of statistically significant medical research findings, we, as public health researchers and practitioners, need to consider the ''prevention significance'' of our research findings. Meta-analyses have demonstrated that behavioral interventions alone significantly reduce selfreported risk behaviors over those reported in control conditions, in the range of 10-30 % [4] [5] [6] [7] [8] [9] [10] . Considering the potential limitations of meta-analyses [11] , including potential bias toward reporting positive effects and underreporting of null effects in the published literature, these reviews likely present an optimistic role of behavioral interventions alone. For the behavioral intervention trials that have found significant effects on self-reported behaviors, are these effects sufficient to have an impact on HIV incidence? Probably not, as larger changes in reported risk behaviors are needed to create a significant reduction in HIV incidence.
Where do we think that the HIV prevention intervention ''bar'' needs to move? First, regular HIV testing and feedback to the individual remains an important intervention approach, albeit in a cost-efficient and scalable way [12] . A range of options are now available for HIV testing for individuals, couples and communities, including selftesting, and couples-based, community-based and traditional clinic-based testing [13] [14] [15] . The more options for knowing HIV status-and the more options for effective prevention-the better.
Second, the HIV prevention tool box has expanded significantly, as have the modes of prevention information delivery (e.g., social media) [16] . For those found to be HIV uninfected, daily use of oral pre-exposure prophylaxis (PrEP) can be highly effective [17] [18] [19] . Those who are HIV infected can benefit from antiretroviral treatment and when on treatment, are less likely to transmit HIV to others [20] . While condoms remain an important intervention for both HIV-uninfected and infected persons, recent analyses suggest that the efficacy of PrEP and antiretroviral therapy may exceed that of condoms used during anal sex [21] . To strengthen these approaches, multi-level, multi-component and longer-term intervention approaches are needed to address the effect of structural factors on the lives of persons at risk. It is important to note that all biomedical interventions, even an HIV preventive vaccine, will require attention to behavioral factors such as uptake and adherence. Thus, similar to behavioral interventions alone, biomedical interventions alone are not sufficient to produce lasting reductions in HIV incidence and require attention to behavior.
Third, alternative study designs are needed for future research. Given the prevention options available and the likelihood that these enhance overall prevention efforts, the reliance on standard randomized controlled trials with assignment to a limited number of static options is neither optimal nor generalizable. Given the range of unanswered questions about behavioral intervention limitations (e.g., extent of the impact of regression to mean, choice of control group, study/staff attention to control participants), it would serve the field well to invest in methodology studies to help sort out the relative impact of these limitations on intervention effects. Studies could adopt designs which include multiple control groups to parse out effects and lag periods to address regression to the mean of self-reported behaviors. Furthermore, the validity of self-reported behaviors has been challenged recently as a result of the significant overreporting of PrEP and microbicide adherence compared to objective drug levels in clinical trials [22, 23] . While we caution against broad judgments about the validity of selfreported risk behaviors based on self-reported drug adherence, existing datasets with HIV incidence endpoints (e.g., the EXPLORE public use dataset) can be mined to better understand self-reported behaviors and develop new approaches to analyzing self-report data.
Finally, results of recent trials indicate that the commonly framed dualism of biomedical and behavioral prevention approaches works against the goal of ending this epidemic [22, 23] . While we agree that proper interpretation of the EXPLORE Study requires setting the bar at the right height, we also argue that the ''bar'' needs to move to a place of interdisciplinary, comprehensive, and tailored prevention approaches that are cost efficient and scalable: (a) interdisciplinary-by fully utilizing the expertise in basic science, clinical research, behavioral research, psychology, anthropology, sociology, epidemiology, biostatistics, geography, medicine, community and others to understand the biological, dyadic, cultural and social systems within which individuals and groups operate [24] [25] [26] [27] ; (b) comprehensive-by utilizing the tools available in the HIV prevention toolbox in an expanded model for HIV prevention and treatment as recently presented by Coates, 2013 [3] and addressing gaps along the HIV prevention, care and treatment continuum [28, 29] ; (c) tailored-by choosing among the HIV prevention tools available by taking into account individual life circumstances (e.g., primary partner, substance use during sex) and periods of risk that may change over time; and (d) cost efficient and scalable-by focusing on individuals at high risk for HIV infection or transmission, combined with social marketing and social media approaches [16] in the context of limited HIV prevention funding [30] . All of these components can help to create the intervention approaches that have the highest probability of effectiveness.
